USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

arseasas tnh rart | mu

THE DIVISION OF HEALTH OF MISSOURIL
HLED OCT 1 1 1957 STANDARD CERTIFICATE OF DEATH = ) 3 4542 ...............
Registration Distriet No. .\233 .......... - Primory Registration District No‘?a..?g ............ Ragistrar's No. /1_72_./_

MEDICAL CERTIFICATION

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If Institution: Residence bef 4
a. COUNTY  Santt. - o STATE. Miggouri P SOUNTY Seoatt ™
b. CL!}TY (H outside corporate limits, give TOWNSHIP only)| Inside Limits c. CITY : Inside Limits
R ..
TOWN Sj.kes ton YesX NoO T%RWN - SikeS ton 4 j Lﬂ’jc YesD MNotX
<. Il:gls.é_l_:_i:r%gf: (I1f MOT inhospital, give location)| L ength of stay in 16 4. STREET #Lou“id.' give location) Reside on Form
institution Mo. Delta Comm, Hogp. 3 Days appress Route : YesD NeO
3 :I‘gt.l:l'o Firat Middle Laxt 4. DA;E Month Day Year
[
(Type or print) John , William Marshall DEATH 9 25 1957
5. sex 7] 6. COLOR OR RACE 7. m,y,{,mx] NEVER MARRIED [ 8. DATE OF BIRTH |9. AGE (In years | IF UNDER | YEAR hF LUNDER 24 HRS.
: last birthday) Hours | Min.
Male White . winowep [ oivorcen [} 10"27'_1891 ggd Aj..wl ] D?S
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and state or coumery) (] 12- CVTIZEN OF WHAT COUNTRY?
during most of working life, coen if retired) _ N
tired Insubance Scott Co,, Missouri Usa
13, FATHER'S NAME N 14. MOTHER'S MAIDEN NAME
- William Carroll Marshall Emma Elizabeth Sinuard
15, WAS DECEASED EVER IN U. S ARMED FORCEST 16. SOCIAL SECURITY NO.[17. INFORMANT Addrens
{Ver. no. or unknown} ‘| (If pei. pive war or dales of esrvics)
7 I — Mrs. Pearl Marshall, Sikeston, Mo.
18. CAUSE OF DEATH [Enter only one catae per lige for {a), (0), and {0).] I%AL BETWEEN

e w__CANCER oi? SToMALH & ~“Pes.

Conditions, f'fdnl'. DUE TO (B)
which pave risg to
above cause (0),
stating tAe under-

-

Iying cquse laat. DUE TO (¢)
PART 1. OTHER SIGNIFICANT CONDITIONS CONTREBUTIMG TD DEATH BUT NOT RELATED TO THE TERMIKAL DISEASE CONDITION GIVEN IN PART I{s) f§-_l\”::n:!‘-“; sg;gl’n!';\f
/5//\/ ves [} wo B
20a. ACCIDENT SUICIDE . HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part 11 of item 18.)
20¢. TIME OF FHour Month, Day, Year
INJURY a. m. =
p.m, .
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, g,, in or about home, 20/. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT O NOT WHILE D form, factory, street, office bidg., efe.)
WORK AT WORK — [rY
I [ [0 [ drer— :
2!. I attended the deceasad from i ' y . to and last aaw him alive on L]
De occyrred at /-' *-’-5‘-'/) 'tp. m on the dath stated above; and to the best of my knowledge, !d)m the cauases stared.

222, SPGNATURL ree or tile) (/] 22b. ADDRESS ) 22¢, DATE SIGNED -
CM g: / M é. Sikeston, Mo, ° 9/25/57

23a. BURIAL, CREMATION, |23. DATE

23c. JAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) (State)
REMOVAL (Specify} : .

24,

F

Deaminl 1 9/27/57 A

Blodgettlemetery Blodgett.. Mo

L bi DR 25. DATE RECD. BY LOCAL R 26. REGISTRAR'S SIGRATURE
Lee., keston,Mo. € SECh. BYLOSMLESG: .
AENUMNBLEE FUNSRAL CHAPEL |9-27- 87 ‘@g Otttne Tbeoisr

{Licensed Embalmer's Statement on Reoverse Side)




DATE recevep OCT 7 1957

SCOTT CO. HEALTH pepr, -
co. e o F57-212 . y :
: _ o

-

STATEMEII\I_T BY LICENSED EMBALMER

.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e:

byme, OF By o e e T i e e T T e B R Ceranen.- ,-Student Embalmer No.......

working under my personal supervision..

Student. ..o i e
Signature of Student Embelmer

. - PR E-
e, '

- - T . . ' P. O. Address .

A

R £}
-....,,

‘Note‘ The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. |

to comply with the above constitutes grounds for'revocatlon of llcense) .
If embalmed by a STUDENT he also shall sign in his OWN handwntmg
If this body is not embalmed fact should be so stated above.
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